Letters to the Editor
Sir, I read with interest the distinguished study by Srinivas et al. [1] published in the July-September 2019 issue of the Journal of Indian Association of Pediatric Surgeons. The authors generated age-specific nomogram of the testicular volume with centiles and standard deviations to Indian children up to 8 years of age. [1] Based on the following methodological limitation, I assume that the clinical implication of that constructed nomogram must be exercised cautiously. It is explicit that there are ethnic differences in testicular size. [2] India is a country with a unique admixture of different ethnicities. The authors did not address, in the study methodology, the ethnic standards of the studied pediatric population. [1] Hence, I assume that age-and ethnicity-specific normative values of the testis size ought to be formulated. Despite the aforementioned limitation, the constructed reference values represent a useful tool in assessing testicular health in pediatric clinical settings and researches. 
Surgeon-Assisted Continuous Transversus Abdominis Plane Block a Feasible Option for Perioperative Pain Relief in Pediatric Surgical Patients with Spinal Deformities
Sir, Transversus abdominis plane (TAP) block's role in the pediatric population is extended for various surgeries such as herniotomy, laparoscopy, appendicectomy, laparotomy, and colostomy formation. [1] It works out as a viable alternative to the neuraxial blocks in situations where it is contraindicated such as coagulopathies, spinal deformities, and spinal surgeries.
After obtaining written informed consent from the parents, we present a case of a 12-year-old female child weighing 35 kg, a known case of Klippel Feil syndrome with diagnosed left ectopic kidney and right pelvic ureteric junction obstruction planned for right pyeloplasty. Preoperative examination revealed scoliosis of cervical spine and dorsal spine with spina bifida at C3-C4 with fused cervical bodies from C4 to C7 and springer shoulder. The patient was counseled with parents for difficult airway. On arrival in operating room, standard monitoring (electrocardiogram, noninvasive blood pressure, pulse oximetery, and end-tidal CO 2 ) ensued. Awake, fiber-optic intubation was successfully attempted after blocking the superior laryngeal nerve bilaterally with 1 ml each of 2% lignocaine below the greater cornu of the hyoid bone and recurrent laryngeal nerve with 5 ml of 4% lignocaine after piercing the cricothyroid membrane in the midline with confirmed aspiration of the air in the syringe. Successful awake intubation was confirmed with end-tidal CO 2 trace on the capnograph. General anesthesia was administered
